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Aneurysms of the femoral artery are rare in com-
parison to aneurysms of the abdominal aorta.
Aneurysms of the profunda femoris artery are excep-
tionally rare, accounting for less than 0.5% of peri-
pheral arterial aneurysms.1 These aneurysms are
frequently associated with aneurysmal disease else-
where. The main complications from such aneurysms
are rupture2,3 or distal embolisation.4,5 In this report
we describe the treatment of two true ruptured aneur-
ysms of the profunda femoris artery with two differ-
ent approaches, surgical exclusion in the first case and
minimally invasive arterial embolisation in the
second case.
Case 1
A 63-year-old retired miner was referred by his GP as
an emergency with a history of pain and increasing
swelling of his right thigh, of some 10 hours of
duration. He had a previous history of peripheral
vascular disease and 2 years prior to the present
admission had undergone a femoro-tibial bypass to
his left leg, which had subsequently failed and
required a left below knee amputation. He was hyper-
tensive and suffered from rheumatoid arthritis, but
had no other serious medical illnesses. He had
smoked 25±30 cigarettes a day until 2 years prior to
this admission.Please address all correspondence to: K. Seymour, 40 East Avenue,
Benton, Newcastle upon Tyne, NE12 9PH, U.K.
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aortic aneurysm and what appeared to be a large
haematoma involving principally the antero-medial
aspect of his right thigh. The diagnosis of haematoma
was confirmed on ultrasound scan the following
morning and a decision was made to treat the haema-
toma conservatively in the first instance.
Over the subsequent 36 h, however, the hematoma
continued to expand in size and the patient's haemo-
globin fell from 11.4 g/dl on admission to 5.3 g/dl. He
was further investigated by computerised tomog-
raphy (Fig. 1a) and a left transfemoral arteriogram.
Comparison of this arteriogram with the one
performed 2 years previously demonstrated a new
saccular aneurysm arising from the right profunda
femoris artery, just distal to its first major branch
with contrast leaking from this into the soft tissues.
These findings were confirmed on subsequent surgi-
cal exploration and the neck of the sac was ligated.
Subsequent to ligation the limb became critically
ischaemic and could not be salvaged.
Case 2
A 74-year-old male patient was referred with a large
pulsatile mass in his right upper thigh. He had
recently developed a cramping pain in his right
thigh and calf on walking about 800 m. He had a
past history of a left above knee amputation some
13 years previously for what was reported to have
been a popliteal embolus secondary to atrial fibrilla-
tion. His past medical history included hyperten-
sion, peptic ulcer disease, ischaemic heart diseaseicense.
Fig. 2. This angiogram shows the dilated common (CFA) and super-
ficial femoral (SFA) arteries with an aneurysmal profunda femoris
artery (PFA) prior to coil embolisation.
Fig. 1. (a) Case 1. (b) Case 2. These CT scans show the profunda
femoris aneurysm (PFA) with the associated thigh haematomas (H).
The superficial femoral artery (SFA) can be seen anteriorly.
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development of the pulsatile swelling.
On examination, he had a large pulsatile swelling
in his right groin. He had palpable femoral, popliteal
and posterior tibial pulses. There was no palpable
abdominal aortic aneurysm. Duplex ultrasound
showed good triphasic flow in the common femoral
and popliteal arteries and a profunda femoris aneur-
ysm measuring 10 cm by 6 cm by 4 cm. This contained
thrombus with a patent lumen. Intravenous digital
substraction angiography (IVDSA) demonstrated
dilated common and superficial femoral arteries with
a tortuous and irregular but patent profunda femoris
artery (Fig. 2). Computed tomography showed an
aneurysmal lower aorta (4.5 cm diameter) with aneur-
ysmal common and external iliac arteries (Fig. 1b).
The origin of the profunda femoris artery appeared
normal but there was a distinct aneurysm of the pro-
funda femoris artery. In addition there was a haem-
atoma in the vastus medialis measuring 5 4 8 cm
due to rupture. After discussion with our interven-
tional radiology colleagues the aneurysm wasEJVES Extra, 2002excluded, by coil embolisation, with successful control
and limb preservation (Fig. 3).
Discussion
Rupture of an aneurysm of the profunda femoris
artery is exceptionally rare. Although profunda
femoris artery aneurysms are uncommon their inci-
dence is increasing1 and they may pose a higher
risk of rupture than other peripheral aneurysms.3
Surgical management is dependent on recognition of
the problem and usually consists of ligation of the
aneurysm to exclude it from the circulation. This was
the treatment in case 1. Surgical recognition of the
problem can be delayed due to the infrequency of
these events. Surgical management can be problem-
atical because of difficult access due to the deep
Fig. 3. This angiogram shows the embolisation coils in situ excluding
the profunda femoris artery.
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haematoma when there has been rupture.
Minimally invasive techniques have been success-
fully employed in the management of false aneurysmsof the profunda femoris6 and could be used to
occlude a true ruptured aneurysm of the profunda
femoris.7 Methods of minimally invasive management
include direct percutaneous injection of coils into an
aneurysm sac and direct injection of fibrin glue
under ultrasound control. In our second report
we successfully employed selective embolisation
of the ruptured aneurysm to exclude it. Selective
embolisation may reduce the risk of damage to adja-
cent structures that occurs during surgery. There is a
risk that occlusion of the profunda femoris could ren-
der the limb ischaemic if there is coexistent ipsilateral
superficial femoral artery occlusion. The risk of limb
ischaemia is present with either type of vascular
exclusion, however the minimally invasive technique
may involve less damage to collateral vessels and thus
aid limb preservation.
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